Date: ________________

 Medical History and Physical Examination

Identifying Data 

Age: _________ Gender: _________ Race: _________

Place of Birth: ________________________ Martial Status: ____________

Source of Referral:  _________________________________________ 

Source of History: ___________________________________________

Reliability: __________________________________________________

Chief Complaint (CC)

1. What brings you here today? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. How long has this been bothering you? ________________________________________________________________________________________________________________________________________________

3. Tell me more about your symptoms? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional Notes/Comments: _______________________________________________________________________________________________________________________________________________________________________________________________________________________

Present Illness (PI) and History of Present Illness (HPI)

1. Do you have any idea what may have caused/preceded these symptoms? Patient’s concerns: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.  Past symptoms that or conditions that may be related to PI:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Patient’s Current State of Health: ____________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Descriptors for Pain:

a) Location: _____________________________________________________________ ________________________________________________________________________

b) Onset: (what was going on?, events leading to?, first time?______________________ ________________________________________________________________________

c) Provocation: (activity, movement, position, emotion, meds, food that makes it worse)

________________________________________________________________________________________________________________________________________________

d) Palliative (“ “ that makes it better) _________________________________________   _______________________________________________________________________

e) Quality: Describe symptom. (pain=sharp, dull boring, pressure, tearing, burning, steady, throbbing, intermittent, aching, pleritic, in waves, crampy, rising and falling)

________________________________________________________________________________________________________________________________________________________________________________________________________________________

f) Radiation: _____________________________________________________________ ________________________________________________________________________

g) Severity: (1-10)_________________________________________________________

h) Time:  (when does problem start? How did it start-slowly/gradually, or rapidly/abruptly? When is problem worst? At the same times always?) ________________________________________________________________________________________________________________________________________________

i) Quality of Life: (effect on usual activities, job, family, recreation) ________________________________________________________________________________________________________________________________________________

Other Descriptors/Symptoms

a) Rashes (location, distribution, heat, calor, rubor, tumor, dolor): ________________________________________________________________________________________________________________________________________________

b) Sputum (color: white, yellowish, transparent, thick, bloody vs. blood-streaked): ________________________________________________________________________________________________________________________________________________

c) Stool (bright red blood, black/tarry, mucus, pus, pale or tan colored/chalky, hard, soft, explosive, change in caliber): _______________________________________________  _______________________________________________________________________

d) Urine (color: clear, yellow, dark, amount urinated, pain with urination): ____________ ________________________________________________________________________

e) Emesis? Vominus? Nausea (color, blood content frequency-OPQRSTU): __________ _______________________________________________________________________

f) Chills (shaking chills, accompanied by night sweats):___________________________ ________________________________________________________________________

g) Dizziness (Is the room spinning vs. are you spinning => labrynthitis vs. cerebellar lesion vs. presyncope): _____________________________________________________ ________________________________________________________________________

Health History (Past Medical History)

Childhood Illnesses: _______________________________________________________ ________________________________________________________________________

Immunizations (MMR, PV, rheumatic fever small pox, polio, meningitis, scarlet fever, tonsillitis): ____________________________________________________________

Adult Illnesses (Medical/DM, HTN, hepatitis, asthma, bleeding disorders, anemia, HIV dz., other STDs): _________________________________________________________ ________________________________________________________________________

Psychiatric Illnesses (Have you ever had counseling?): ___________________________ ________________________________________________________________________

  Injuries? Accidents (Nature of incident, Dates, Treatment, outcomes): ______________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Surgical History (Dates, indications, outcomes): ________________________________ ___________________________(location)_____________________________________

Medications: Name, dose, route, frequency, indications)

	Name 
	Dose 
	Route 
	Frequency 
	Indication/ use

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Allergies (Type of reaction, emergency treatment needed? Intubation? Anphylaxis history? Allergies vs. Adverse side effects): ____________________________________ ________________________________________________________________________________________________________________________________________________

Diet (include caffeine beverages, vitamin or herbal supplements, food restrictions (salt or gluten), diabetic patients):

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Menstruation ( LMP first day that bleeding began, first menses quantity and duration of bleeding; menorrhagia vs. metrorrhagia) ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Preventive (Immunizations, screening tests: PPD, mammogram, Pap smear, fecal occult blood, blood work: glucose, cholesterol, self examination (BSE/TSE, skin those at risk for skin cancers), diagnostic (EKG, CXR): ___________________________________ ________________________________________________________________________________________________________________________________________________

Sexual History- “Now I’d like to ask some questions about you sexual health and practices”
1. Do you have a significant other? ______________________________

2. Last time you had a sexual encounter? ___________ About how often? _________

3. Do engage in any activities with other? ___________ If so M, F, or both? ________

4. Do you use birth control methods? _____________ Which ones? ____________

5.Do you practice safe sex, like using condoms?_________________________________

6.Age of 1st sexual encounter?

7. Types of activities?__________________________________________________

Sleep Patterns:

1. What are you sleep patterns (hours/night)? __________________________________

2.Do you feel you get enough sleep?/ are you tired in the day?_____________________

Level of Exercise

1. How much do you exercise and what kinds of exercise do you usually practice? ________________________________________________________________________________________________________________________________________________

Use of Safety Measures

1. Do use seatbelts, smoke detectors, SPF, carbon monoxide detectors? ________________________________________________________________________________________________________________________________________________

Family History( Age, death, any family illnesses)

(asthma, arthritis, DMI, HTN, hyperlipidemia, psychiatric disorder, cancer, TB, anemia, thyroid dysfunction, ECT accidents)

Mother: ______________________________________________________________ Father: ________________________________________________________________

Brothers: _____________________________________________________________ Sisters: _________________________________________________________________

Patient: _______________________________________________________________ 

Social History (Psychosocial History)

Place of Birth: ___________________________________________________________

Educations: _____________________________________________________________

Religion: ________________________________________________________________

Recreation, Hobbies, Volunteer: _____________________________________________ 

Living Arrangements: _____________________________________________________

Type of Residence: _______________________________________________________

Marital Status: ___________________________________________________________

Dependents:_____________________________________________________________ ______________________________________________________________________

History of Substance Use

Cigarettes: __________ ppd______________________ years: _____________________

Alcohol: ____________type _____________ Frequency__________________________

Recreational or Prescription Drugs:___________________________________________ _______________________________________________________________________

History of Domestic Violence

1. Do you feel that you were ever abused as a child or in a relationship?

________________________________________________________________________________________________________________________________________________

Employment

Occupation(s): ___________________________________________________________

Schedule: _______________________________________________________________ 

Location(s): _____________________________________________________________

Additional Comments: _____________________________________________________

Any stressors: (Financial, emotional, employment)

Review of Systems

General (weight change, weakness, fatigue, fever): _____________________________ _______________________________________________________________________

Skin (Rashes, lumps, sores, itching, dryness, color change, changes in hair or nails):           ________________________________________________________________________________________________________________________________________________

Head (HA or head injuries): ________________________________________________ ________________________________________________________________________

Eyes (Vision, glasses, or contacts, last eye exam; pain redness, excessive tearing, double vision, blurred vision, spots flashing lights, visual field, abnormalities, glaucoma and cataracts): ______________________________________________________________ _______________________________________________________________________

 Ears (Hearing, tinnitus, vertigo, earaches, infection, discharge, hearing aids) : ________________________________________________________________________________________________________________________________________________

Nose and Sinuses (frequent colds, nasal stuffiness, discharge, or itching, hay fever nosebleeds, sinus trouble): _______________________________________________ _____________________________________________________________________

Mouth and Throat (Condition of teeth and gums, bleeding gum, dentures, how they fit-last dental examination, sore tongue, dry mouth, frequent sore throats, hoarseness):___________________________________________________________ ______________________________________________________________________

Neck (Lumps, swollen gland, goiter, pain or stiffness in the neck): __________________ ________________________________________________________________________

Breasts ( lumps, pain or discomfort, nipple discharge, self examination): ________________________________________________________________________________________________________________________________________________       

 Respiratory (Cough, sputum ( color, quantity), hymoptysis, wheezing, asthma, bronchitis, emphysema, pneumonia, TB pleurisy; last CXR

Cardiac (Heart Trouble, high BP, rheumatic fever, heart murmur, chest pain or discomfort, palpitations, dyspnea orthopnea, paroxysmal nocturnal dyspnea edema, past EKG, etc): ______________________________________________________________ _______________________________________________________________________

GI (trouble swallowing, heartburn, appetite, nausea, vomiting, regurgitation, vomiting of blood, indigestion, frequency of bowel movements, color and size of stools, change in bowel habits, rectal bleeding or black tarry stools, hemorrhoids, constipation, diarrhea, abdominal pain, food intolerance, excessive belching or passing of gas: jaundice, liver or gallbladder trouble, hepatitis): ______________________________________________ ________________________________________________________________________________________________________________________________________________

Urination (Frequency of urination, ployuria, nocturia, burning or pain on urination, urgency, reduced caliber or force of the urinary stream, hesitancy, dribbling, incontinence, urinary infectious, stones:

________________________________________________________________________________________________________________________________________________

Genital:

Males (hernias, discharge from sores on penis, testicular pain or masses, history of STDs and treatment, sexual preferences, interest, function, satisfaction, and problems): ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Females (age at menarche, regularity, frequency, and duration of periods amount of bleeding, bleeding between periods or after intercourse, last menstrual period dysmenorrhea, premenstrual tension, age at menopause, menopausal symptoms, post-menopausal bleeding born b4 1971, exposure to DES ( Diethylstilbestrol) from maternal use during pregnancy. Discharge, itching, sores, lumps, STDs and their treatments, number of pregnancies, deliveries, abortions (spontaneous and induced) complications of pregnancies, birth control methods. Sexual preferences, interest, satisfaction, any problems including  dyspareania):____________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Peripheral Vascular (Intermittent claudication, leg cramps, varicose veins, clots in veins): ________________________________________________________________________________________________________________________________________________

Musculoskeletal (Muscle or joint pain, stiffness, arthritis, gout, backache: _______________________________________________________________________

Neurologic (Fainting, blackouts, seizures, weakness, paralysis, number or loss of sensation, tingling, tremors or other involuntary movements): ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Hematologic (Anemia, easy bruising or bleeding, past transfusions and any reactions to them): ________________________________________________________________________________________________________________________________________________

Endocrine (thyroid trouble, heat or cold intolerance, excessive sweating, DM, excessive thirst or hunger, polyuria): _________________________________________________ ______________________________________________________________________ 
Psychiatric (nervousness, tension, mood or memory disorders): ____________________
 _______________________________________________________________________

Intro   Approach from right and wash hands

Vitals  T:____ Ht___  Wt____ RR___ HR____ BP_____

General Survey: signs of distress, nourishment, development

________________________________________________________________________________________________________________________________________________

SKIN:  Begins with hair, face, hands & arms and continue with each segment of exam.  Color lesions, scars.  Palpate temperature, moisture & skin turgor.

________________________________________________________________________

Head

1. Inspection-size, shape, positions, proportion in relation to neck and rest of the body.

________________________________________________________________________

2.Hair-quantity, texture, distribution & patterns of hair loss ( if any). Part hair in several areas to inspect scalp for scales, lumps, lesions or ticks. Palpate for masses & tenderness of scalp & skull.

_______________________________________________________________________

3. Face- at rest (no conversation)- color/ condition of skin, lesions, scars, masses, edema & unusual pigmentation or facial hair.  ________________________________________ _______________________________________________________________________

EYE

1. Visual acuity-eye chart at a time od_______ os___________ ou_________

2. Visual field______________________________________________

3. Inspection


- Alignment & symmetry_____________________________________



 -eyebrow & eyelids_________________________________________

                          -Lacrimal gland & sac for swelling____________________________

· Conjunctiva & sclera:

· i. Palpebral- (pink & non-congested)________________________




ii. Bulbar- (transparent with blood vessels)_________________

· Underlying sclera-(white)__________________________________

· Cornea-w/oblique light ( should be no opacities)_________________

· Corneal arcus-shine light toward eye= white ring around periphery of cornea, common in elderly__________________________________

· Consensus-shine light from side to front of one eye at a time, watch for consensual dilation of the pupil of the other eye_______________

4.Perrla-test one eye at a time-if abnormal, check near reaction to light

________________________________________________________________________

5. Extra ocular muscles-From 2ft away shine light & ask pt. To look at light, observe relection= should be visible slight nasal to center of pupils

________________________________________________________________________

6. Optic muscles-from 2-3 ft, ask pt to follow finger, make wide H 

-Nytagmus-pause during upward & lateral gaze- a little nystagmus is normal. ______________________________________________________

7. Ophthalmic Exam (turn off lights pen door) use white light & biggest circle 

· Physiologic cup+ central depression


· Optic disc= 1.5 mm in diameter 


· Vessels in 4 directions 

· Fovea/macula

1. Inspection 

- Auricle-size, symmetry & opening of ear canal for discharge, swelling or redness

_____________________________________________________________________

-If patient has otalgia, asses for tenderness by pulling on the auricle, pressing firm on the tragus= pain suggest inflammation of ear canal

________________________________________________________________________

2.  Ear canal and eardrum – pull pinna upward and out (towards you) note cerrumen, discharge, foreign body, redness.  Eardrum should be pearly gray, not malleus and cone of light.

________________________________________________________________________________________________________________________________________________

3 Hearing

-Whisper test ____________________________________________________________

-Webber (lateralize to good ear) _____________________________________________

- ac>bc _________________________________________________________________

Nose 

1. Inspect anterior and lateral surfaces-symmetry, deformity

________________________________________________________________________

2. Patency- ask pt to sniff gently one nostril at a time

________________________________________________________________________

3. Tilt head back, press on tip of nose & shine light into vestibule-look for deviation or signs of inflammation. ____________________________________________________

4. Otoscope exam- note color & condition of mucosa (normally redder than oral), exudates, perforation, deviation, polyps or ulcers. ____________________________ _____________________________________________________________________

5. Press up on frontal and maxillary sinuses (should be no pain on palpation).  Illuminate the sinuses. ________________________________________________________________________________________________________________________________________________

Mouth

1. Examine lips for color, moisture, sores or lesions.

_____________________________________________________________________

2. With light and tongue blade, examine;

- Oropharynx, buccal mucosa, teeth gums and tongue

_________________________________________________________________

· Ask pt to say “ aaahhh” Examine posterior pharynx, tonsils uvuls (for deviation)

Neck

1. Palpate the lymph nodea (with massaging motion):

- occipital_________________________________

-Preasuricular______________________________

-Post auricular _____________________________

-Tonsillar__________________________________

-Submandibular _____________________________

-Submental__________________________________

-Superficial Cervical __________________________

-Deep cervical ________________________________

-Posterior Cervical ____________________________

-Supraclavicular (pt shrug shoulders)_____________________

-Infraclavicular _______________________________________

2. Palpate thyroid and trachea:

-Posteriorly: with both hands or one, ask pt to swallow 

-Anteriorly:  check to see if trachea midline and displace thyroid

________________________________________________________________________

3. Auscultate carotids at base of neck with bell bilaterally. Ask pt to hold breath & turn head to side ____________________________________________________________

4. Palpate carotids bilaterally (0,1,2,3,4) ______________________________________

5. Neck mobility or pain in flexion or lateral movements.

________________________________________________________________________

Upper Extremities

1. Insect hands, nails and arms. ____________________________________________ ______________________________________________________________________

2. Palpate radial arteries. (Allen Test 0,1,2,3,4) ________________________________

3.Compare radial pulse with carotid. __________________________________________

4. Palpate brachial pulse. (0,1,2,3,4) __________________________________________

5. Palpate axillary nodes. ___________________________________________________

6. Palpate epitrochlear nodes ________________________________________________

Posterior Thorax

1. Palpate for masses or tenderness, while inspecting skin.

________________________________________________________________________

2. Check chest expansion (level of 10th ribs). Ask pt to inhale deeply.

3. Tactile fremitus. Pt crosses arms & says “99” (4 spots around scapula) 

4.  Percuss 7 spots bilaterally. _______________________________________________

5. Auscultate breath sounds (7 spots  bilaterally).  Ask pt to keep arms crossed & breath deeply with mouth open.  Tell pt if uncomfortable, we can stop.  Listen to full cycle.

________________________________________________________________________________________________________________________________________________

If abnormal breath sounds heard, check for transmitted voice sounds:

-Bronchophony-pt says 99, should be muffled __________________________________

-Egophony- “ee” ________________________________________________________

-Pectoriloquy-whispers “ 1, 2,3” ____________________________________________

6. Fistpercussion for kidney tenderness _______________________________________

Anterior Thorax

1. Pt is supine.

2. Inspect shape of chest and movement of chest wall _________________________________________________________________

3. Palpate for tenderness, masses or swelling.

____________________________________________________________________

4.Asses chest expansion. Place thumbs along costal margin. Pt inhales deeply.

________________________________________________________________

4. Tactile fremitus ( 3 spots bilaterally around breast)

 
__________________________________________________________________

5. Percussion ( 6 spots beginning at apices of lungs)

6. Auscultate breath sounds ( same 6 spots)  Ask to breath deeply thru mouth

(at apices use bell)  _________________________________________________ 

Cardiovascular

1. Pt supine at 30 degrees

2. Asses jugular venous distension. Find pulsations with tangential light. Check venous filling. _____________________________________________________ _______________________________________________________________   At point of highest pulantion, measure vertical distance above sternal angle

( 8 em= distention)

3. Palpate with fingers. Not any thrills or heaves at 4 valves:

-aortic- 2nd r interspace ______________________________________

-Pulmonic –2nd L ___________________________________________

-Tricuspid –left sternal border _________________________________

           
-Apex (PMI) – 5th MCL interspace _____________________________

In left lateral decubitus position ______________________________________

4. Percuss from resonance to cardiac dullness at 3rd, 4th, 5th, & 6th interspaces

______________________________________________________________

5. Auscultate all with diaphragm (S1 & S2 aortic & mitral murmurs)

______________________________________________________________

6. Auscultate all 4 valves with bell ( S3 S4 & mitral stenosis)

 ______________________________________________________________

7. Auscultate PMI w/ bell at left lateral decubitus position (mitral regurg)

______________________________________________________________

8. Ask pt to sit up, lean forward, exhale completely and stop breathing in expiration w/ diaphragm at left sternal border and apex (aortic murmurs)

_____________________________________________________________________

ABDOMEN

1. Pt supine, relaxed, with knees bent.

2. Inspect:

  - Skin: scars, striae (color) dilated veins, rashes or lesions

__________________________________________________________________________________________________________________________________________

 -Contour (tangentially): pulsations, peristalsis, masses & symmetry

_____________________________________________________________________

       - Umbilicus: hernias, inflammation

       ____________________________________________________________________

3. Ausculate w/diaphragm: all quadrants for borborygmi

_____________________________________________________________________

4. Ausculate w/bell for bruits:

-Aortic (epigastric) __________________________________________________

-renal (RUQ, LUQ __________________________________________________

-Iliac (RlQ, LLQ) ___________________________________________________

-Femoral artery (bilateral _____________________________________________

5. Percuss all 4 quadrants _______________________________________________

6. Percuss for liver span ( 8cm avg) _______________________________________

7. Splenic percussion (shd be no change in tympany) ________________________

8. Palpation:

· Superficial (note any tenderness, muscular resistance or masses)

__________________________________________________________

· Deep (soft/ supple, regid, rebound guarding or pain)

9. Palpate for liver edge________________________________________________

10. Palpate for spleen ___________________________________________________

11. Palpate femoral arties _______________________________________________

12. Inguinal nodes _____________________________________________________

13. Bladder ___________________________________________________________

14. Palpate and measure aorta ____________________________________________

15. Seven signs:

-McBurney’s Point / Rebound Tenderness ________________________

· Rovsing sign (deep palpation of LLQ/ pain felt RLQ= appendicitis)

 _______________________________________________________

· Psoas sign (extend right leg, pain = peritonitis)

                             ________________________________________________________

· Obturator sign (flex and lat rotate hip, bend knee= appendicitis)

_______________________________________________________

· Grey turner’s sign (flank ecymosis= pancreatitis)

_______________________________________________________

· Cutaneous Hyperesthesia (unusual pain just skin touch= peritonitis)

 __________________________________________________________

· Murphy’s sign (+ for cholithiasis) __________________________

Lower Extremities

1. Palpate for edema ______________________________________________________

2. Palpate pulses

- popliteal (0,1,2,3,4)________________________________________________

-posterior trbial  (0,1,2,3,4) ___________________________________________

· Dorsalis pedis (0,1,2,3,4) ________________________________________________________

2. Homan’s sign calf tenderness for dvt check) __________________________________________________________________

3. Lower extremity blood perfusion test____________________________________

4. With pt standing, inspect skin _________________________________________

5. Palpate any varicose veins ____________________________________________

6. Compare radial pulse with femoral (for synchrony and amplitude) 

_____________________________________________________________________







